Clinical Section 443 THE PRESIDENT said he was glad to see the method of injecting uroselectan had been adopted in the case of this aneurysm. He thought it should be used in every case of aneurysm of the limbs before ligaturing the vessel, so as to gain accurate information as to the patency of the collateral circulation. It would be remembered Prof. Pannett (Proceedings, 1938, 31, 301) had at his request injected a case of popliteal aneurysm but had ligated the artery without waiting for the photographs which revealed a very inadequate collateral circulation, and the limb had to be amputated almost immediately.
Unilateral Exophthalmic Ophthalmoplegia.-L. P. E. LAURENT, M.D.
T. C., a painter aged 61, has noticed diplopia and proptosis of the left eye for the past three months. He has lost a stone in weight during the past year, but has no other complaint.
On examination.-Obvious evidence of recent loss of weight. Protrusion of left eye, but no lid retraction. Upward movements of left eye and convergence lost.
Skiagram of skull shows no abnormality. No part of the thyroid gland is palpable, but there is the following evidence of thyrotoxicosis: A resting pulse-rate of 100, slight tremor of the fingers, loss of weight, and a rather high pulse-pressure (bloodpressure 148/70). The fundus oculi, the visual acuity, and the visual fields are normal.
Slight puffiness of the eyelids in the affected eye is in keeping with Russell Brain's observations in similar cases. The right eye is normal.
DR. PARKES WEBER said he had been interested in the question: Why the exophthalmus from thyrotoxicosis was not very rarely unilateral. He had supposed the true explanation to be that the " soil " was not quite the same in the two halvres of the body and that in consequence one eye was more resistant towards the excess of thyroidal hormone (in thyrotoxicosis cases) than the other eye. Similarly, in rare cases of acromegaly certain symptoms might be less marked or even absent on one side of the body, presumably because the hormone produced by the eosinophilic pituitary adenoma was more efficiently resisted on one side of the body than on the other (cf. F. P. Weber and F. R. B. Atkinson, Brit. Jouirn. Deyin. and Syjph., 1928, 43, 454) . Acute Suppurative Pericarditis. R. LAIRD, F.R.C.S.Ed.
Boy, aged 11 years. 9.10.37: Admitted to St. Mary Abbots Hospital complaining of severe pain in the left upper arm. The condition was diagnosed as acute osteomyelitis of the upper end of the humerus. The bone was guttered and a considerable amount of pus evacuated. The temperature did not subside satisfactorily after the operation, and on 17.10.37 praecordial pain and a pericardial rub were present. On the following day an immuno-transfusion of 200 c.c. of blood was given, the donor being a house surgeon, who had recovered from a Staphylococcus aureus osteomyelitis of the patella and suppurative arthritis of the knee. On 20.10.37 the pericardium was tapped and 53 oz. of turbulent yellow fluid withdrawn. This fluid yielded a growth of Staphylococcus aureus, as did the pus from the bone. Skiagrams taken at this time showed a very distended heart shadow. Acute suppurative pericarditis was diagnosed and Mr. Tudor Edwards (under local anaesthetic) opened the pericardium after resecting the 3rd and 4th costal cartilages. The edges of the parietal pericardium were sutured to the thoracic wall.
The child's pulse, which was very irregular before operation, improved considerably, and at the end of the operation was quite regular. 26.10.37: Left-sided pleural effusion present. This fluid was quite clear in character and 2 to 1 pint was aspirated every other day. 8.11.37 2 oz. of thin fluid removed from right pleural cavity. Aspiratin of each side of the chest was carried out on alternate days. Soon over a pint of fluid was being removed every other day from the right side of the chest. To prevent this repeated aspiration and to thicken the fluid an intercostal tube was inserted into the right pleural cavity on 2.12.37. This had the desired effect and the effusion diminished in amount. Rib resection was performed at a later date. The left-sided effusion completely subsided with aspiration.
10.3.38: The child was transferred to Queen Mary's Hospital, Carshalton, for a period of convalescence. When seen recently his general condition was excellent. X-rays show normal heart shadow.
Dwarfism Resulting from Chronic Regional Enteritis. January 1935: Admitted to hospital. A mass was found in the right iliac fossa.
Operation (February 1935) .-Laparotomy. Report on portion of mass removed: "Fibrous chronic pyogenic granulation tissue in adipose tissue. No evidence of neoplasm." The wound healed, but the listlessness continued, the pain became "unbearable " and the patient lost weight and his abdomen became distended.
April 1936: Readmitted same hospital. Abscess in right iliac fossa incised watery fieces began to discharge from the wound. Afterwards defaecation gradually ceased, until there was only a monthly evacuation of a little white material. Unavailing attempts were made to close the fistula by " plugging ". In December 1936 patient was sent, with a diagnosis of peritoneal tuberculosis, to St. Luke's Hospital, Lowestoft, where he remained, with multiple fistulwe discharging faeces, until March 1938, when he was transferred to Highgate Hospital.
Condition on admission.-Appearance resembled that of a boy aged 14 or 15. Height 4 ft. 7 in.; weight 4 st. 11 lb. No beard; says that his two elder brothers did not shave until after the age of 19. Pubic hair scanty, but considerable local dermatitis due to the fecal discharge. Genitalia apparently normal. Voice rather high in pitch. Intelligence and mental outlook normal.
Abdominal examination: Right paramedian scar with two fistulae in its length; scars of three other fistulae, and dense "wooden " induration in right iliac fossa. On rectal examination, some induration was felt high up anteriorly.
Family X-ray examination (Dr. Francis Rayner): (1) Barium meal: Marked dilatation of coils of terminal ileum, beyond which the intestine shows an irregular contour, with alternating lengths of dilatation and contraction; beyond this again the meal is seen to pass through a fistulous track to the skin, none entering the coecum.
(2) Barium enema: The colon fills normally. A few centimetres of ileum are outlined and then end in a fine narrow track. (3) After injection of barium emulsion into the sinus: This shows a constant deformity of a coil of distal ileum, corresponding in form and shape with that seen after the opaque meal. Some of the emulsion enters the ileum adjacent to the ileocaecal valve by way of another fistulous track. Again one segment of ileum fails to show an outline. (4) Elbow joints: Slight general osteoporosis; the lower humeral, the upper radial, and ulnar epiphyses are not yet united with the shaft. (5) Skull: normal outline of pituitary fossa.
